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{N 000} Initial Comments {N 000}

This was the 2nd revisit for the State re-licensure 

survey completed on 12-2-13, 12-3-13, 12-4-13, 

and 12-5-13 with the first revisit 1-13-14.

Survey Date:  2-21-14

Facility #:  003248

Medicaid Vendor #:  200387670

Surveyor:  Vicki Harmon, RN, PHNS

Seven (7) deficiencies were found to be corrected 

as a result of this survey.  Sullivan County 

Community Hospital Home Health was found to 

be in compliance with the Indiana State Rules for 

home health agency licensure, 410 IAC Article 17.

Current Census:

32 skilled patients

0 home health aide only patients

0 personal service only patients

Quality Review: Joyce Elder, MSN, BSN, RN

February 24, 2014
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